Primary tuberculosis of the parotid gland  by Mert, Ali et al.
Correspondence 
Primary Tuberculosis of the Parotid Gland 
Ali Mert, MD;* Resat Ozaras, MD;+ Muammer Bilir, MD;+ Yusuf Cicek, MD;* 
Fehmi Tabak, MD;* Veysel Tahan, MD;* and Recep Ozturk, MD* 
Primary tuberculosis of the parotid gland is relatively rare 
even in those areas where the disease is endemic, 
although involvements of cervical lymph nodes by 
mycobacteria are not uncommon.l,z It may result from 
the involvements of intraparotid lymph nodes (the local- 
ized form) or the infection of parenchyma, either primary 
or secondary to nodal disease (the diffuse form).‘,* Clin- 
ically, a parotid mass may not be distinguishable from a 
neoplasm. This report presents a patient with a parotid 
mass that was thought to be a malignancy but, after 
surgery, was diagnosed to be tuberculosis of intracapsu- 
lar lymph nodes. 
A 66year-old woman was admitted because of a l- 
month history of increasingly swelling at the angle of the 
jaw on the right side. She had no relevant symptoms and 
gave no personal or family history of tuberculosis. Sys- 
temic examination was normal except for a 4 X 2 cm, 
mobile, rubbery, nontender mass in the right parotid 
region. All the hematologic findings, biochemical data, 
erythrocyte sedimentation rate, and C-reactive protein 
(CRP) were within normal limits. The chest radiograph 
was normal. A tuberculin skin test was positive (an 
enduration of 30 X 32 mm). Tests for anti-human 
immunodeficiency virus (HIV> 1 and 2 antibodies were 
negative. With ultrasonography, an anechoic mass mea- 
suring 36 X I6 X 18 mm was detected. Computed 
tomography (CT) of this region revealed a 35 X 25 mm 
homogeneous mass extending from the superficial lobe 
to the inferior border of the parotid gland (Figure 1). Sur- 
gical exploration of this region revealed a yellow-pink, 
firm, nodular mass, and the mass was completely removed. 
Histologic examination of the lesion demonstrated a 
caseating granuloma in the intracapsular lymph nodes 
and lipomatosis in the adjacent parotid tissues (Figure 
2). Acid-fast bacilli (AFB) were found in the aspiration 
fluid of the lesion. The culture of this fluid for Mycobac- 
terium tuberculosis was negative. The presence of M. 
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tuberculosis DNA in the tissue with caseating granuloma 
was evaluated by polymerase chain reaction (PCR). 
IS61 IO-specific primers that could amplify all M. 
tuberculosis complex strains were used for amplification.5 
The result was negative. After removal of the lesion, the 
patient was prescribed a 6-month course of isoniazid, 
rifampicin, ethambutol, and pyrazinamide. Ethambutol and 
pyrazinamide were discontinued after 2 months of ther- 
apy. At a 1Zmonth follow-up, the patient was doing well. 
DISCUSSION 
Infective parotitis may result from viruses, such as mumps 
virus, coxsackieviruses, and influenza A virus or Stupby- 
Zococcus aureus in the elderly or in debilitated patients.3 
Parotitis due to M. tuberculosis is a relatively rare occur- 
rence. 
Patients with parotid gland tuberculosis usually pre- 
sent with a localized mass in the parotid region without 
any systemic symptom of tuberculosis.” Clinically, it may 
not be possible to distinguish from a neoplasm. Com- 
puted tomography may reveal discrete intraparotid 
Figure 1. Computed tomography of the patient revealing a homoge- 
neous mass extending from the superficial lobe to the inferior border 
of the parotid gland on the right side. 
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Figure 2. Specimen of the parotid gland demonstrating a caseating 
granuloma in the intracapsular lymph nodes (hematoxylin-eosin stain, 
original magnification X 100). 
adenopathy mimicking either a benign or malignant 
tumor.’ Microbiologic, cytologic, or histologic analyses 
with fine needle aspiration or surgical excision frequently 
are required. Fine needle aspiration cytology is a well- 
accepted method of diagnosis in such cases, but it is lim- 
ited by the cytologic service available in a given 
institution and by difficulty in interpretation.’ The tradi- 
tional approach to such lesions has been surgical exci- 
sion, permitting histologic examination. On the other 
hand, radical surgery may lead to sacrifice of branches 
of the facial nerve. Superficial parotidectomy is advocated 
in situations in which no technical difficulty will arise. 
Fine needle aspirate or surgical excision material 
should be studied for mycobacterial etiology by Ziehl- 
Neelsen stain for AFB, by mycobacterial culture, and by his 
tologic evaluation, especially in regions where tuberculosis 
is endemic. Fine needle aspiration cytology recently has 
been shown to have a diagnostic accuracy in tuberculous 
adenitis of 80%.8 Mycobacterial infections generally are 
diagnosed by detection of AFB, by culture, or by evalua- 
tion of histologic features. The diagnosis of tuberculosis 
is definite when AFB are found and the pathology reveals 
a caseating granuloma as in the case presented here. Anti- 
tuberculous therapy has been recommended after diag- 
nosis of tuberculosis. But, usually, mycobacteria are difficult 
to detect microscopically in tissue samples, and the cul- 
ture process is lengthy. Acid-fast bacilli have been seen in 
0 to 44% of tuberculous granulomas in previous studies.9-‘2 
To confirm the diagnosis of tuberculosis, and not to per- 
form unnecessary radical surgery, an alternative approach 
in the diagnosis, PCR has been suggested.‘3x’4 Based on 
the clinical material, sample preparation method and tar- 
get nucleic acid, the sensitivity of M. tuberculosis detected 
by PCR varies between 42% and 100%.‘“~15-17 Whereas, it 
gave a positive result in a patient with parotid tubercu- 
losis4 in our patient who was acid-fast positive and had 
a histology of caseating granuloma, PCR of parotid tissue 
yielded a negative result. 
Medically curable diseases such as tuberculosis on 
one hand and possibilities such as neoplasms on the other 
hand may produce a diagnostic challenge. Because of dif- 
ficulty in differential diagnosis, a mass in the parotid gland 
needs careful investigation. Although it is rare, tubercu- 
lous parotitis in particular should be considered, in an 
endemic area, and parotid gland biopsies should be sent 
for microbiologic as well as histologic examination. 
REFERENCES 
1. Singh B, Maharaj TJ. Tuberculosis of the parotid gland: clin- 
ically indistinguishable from a neoplasm. J Laryngol Otol 
1992; 106:926-931. 
2. Ataman M, Sozeri B, Ozcelik T, Gedikoglu G. Tuberculosis of 
the parotid salivary gland. Auris Nasis Larynx 1992; 
19:271-273. 
3. Bhat NA, Stansbie JM. Tuberculous parotitis: a case report. J 
Laryngol Otol 1996; 110:976-977. 
4. Guneri EA, Ikiz AO, Atabey N, Izci 0, Sutay S. Polymerase 
chain reaction in the diagnosis of parotid gland tuberculo- 
sis. J Laryngol Otol 1998; 112:494-496. 
5. Eisenach KD, Cave MD, Bates JH, Crawford JT Polymerase 
chain reaction amplification of a repetitive DNA sequence 
specific for Mycobacterium tuberculosis. J Infect Dis 1990; 
161:977-981. 
6. Bhargava S, Watmough DJ, Christi FA, Sathar SA. Case report: 
tuberculosis of the parotid gland-diagnosis by CT. Br J 
Radio1 1996; 69:1181-1183. 
7. Weiner GM, Pahor AL. Tuberculous parotitis: limiting role of 
surgery. J Laryngol Otol 1996; 1 I0:96-97. 
8. Thompson MM, Underwood MJ, Sayers RD, Dookeran KA, 
Bell PR. Peripheral tuberculous lymphadenopathy: a review 
of 67 cases. Br J Surg 1992; 79:763-764. 
9. Maartens G, Willcox PA, Benatar SR. Miliary tuberculosis: 
rapid diagnosis, hematologic abnormalities, and outcome in 
109 treated adults. Am J Med 1990; 89:291-296. 
10. Akcan Y, Tuncer S, Hayran M, Sungur A, Anal S. PCR on dis- 
seminated tuberculosis in bone marrow and liver biopsy 
specimens: correlation to histopathological and clinical diag- 
nosis. Stand J Infect Dis 1997; 29:271-274. 
11. Harrington PT, Gutierrez JJ, Ramirez-Ronda CH, Quinones- 
Soto R, Bermudez RH, Chaffey J. Granulomatous hepatitis. 
Rev Infect Dis 1982; 4:638-655. 
12. Iles PB, Emerson PA. Tuberculous lymphadenitis. Br Med J 
1974; 1:143-145. 
13. Vago L, Barberis M, Gori A, et al. Nested polymerase chain 
reaction for Mycobacterium tuberculosis IS61 10 sequence 
on formalinfixed paraffin-embedded tissues with granulo- 
matous disease for rapid diagnosis of tuberculosis. Am J Clin 
Path01 1998; 109:411-415. 
14. Condos R, McClune A, Rom WN, S&luger NW Peripheral- 
blood-based PCR assay to identify patients with active pul- 
monary tuberculosis. Lancet 1996; 347:1082-1085. 
15. Hawkley PM. The role of polymerase chain reaction in the 
diagnosis of mycobacterial infections. Rev Med Microbial 
1994; 5:21-32. 
16. Forbes BA, Hicks KE. Direct detection of Mycobacterium 
tuberculosis in respiratory specimens in a clinical laboratory 
by polymerase chain reaction. J Clin Microbial 1993; 
31:1688-1694. 
17. Schluger NW The polymerase chain reaction in the diag- 
nosis of tuberculosis. In: Rom WN, Garay SM, Bloom MR, 
eds. Tuberculosis. 1st Ed. Boston: Little, Brown and Co., 
1996:233-239. 
